Combined Galeazzi and Monteggia forearm fracture
A combination of Monteggia and Galeazzi fractures is rare; only one previous example has been reported, in a child who was managed non-operatively 1 .
CASE HISTORY
A woman aged 28 fell down a¯ight of stairs and sustained an injury to her right forearm. On examination it was swollen and deformed, with a clean puncture wound on the dorsal aspect. Her radial pulse was palpable and there was no circulatory or neurological de®cit. Radiography ( Figure  1 ) showed a segmental fracture of the midshaft of the ulna, minimally comminuted and associated with a dislocation of the radial head (Monteggia fracture). In addition, there was a fracture of the radius associated with disruption of the distal radio-ulnar joint (Galeazzi fracture). She underwent emergency surgery as follows: debridement of wound; open reduction and plating of the segmental ulnar fracture with a 10 hole 3.5 mm dynamic compression plate; open reduction of the radial head with repair of the annular ligament; closed reduction of the distal radial fracture and disrupted distal radio-ulnar joint, with K wire ®xation (Kapandji technique) of the distal radial fracture ( Figure 2 ); primary closure of all wounds.
Postoperatively a plaster of paris back slab was applied and the arm was elevated with hourly testing of distal sensation and circulation. She was discharged 9 days later. The K wires were removed in the clinic 4 weeks postoperatively. 2 weeks after this the plaster cast was removed and she was referred for physiotherapy, active and passive mobilization. One year after surgery the patient works full time as a shop assistant and her only symptom of note is aching on lifting heavy objects. The range of movement is¯exion from 108 to 1408, supination 08 to 808 and pronation 08 to 908. 
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COMMENT
Monteggia and Galeazzi fractures both result from falls onto the outstretched and pronated forearm 2 . Bado 3 classi®ed Monteggia fractures into four types, of which type 1 (anterior dislocation of the radial head) is by far the commonest. This was the direction of dislocation in our case. In the single reported case of a combined fracture, in a child, treatment was by closed manipulation of the arm followed by plaster immobilization for 8 weeks; the outcome was good 1 . For best functional results, however, Monteggia and Galeazzi fractures should usually be treated by anatomical reduction and internal ®xation 4 . Close observation and elevation is essential, since neurovascular complications can develop at the time of the injury or later as a consequence of compartment syndrome. It should be remembered that a fracture involving both forearm bones will be associated with substantial soft-tissue injury. Wounds should be closed without tension to allow for postoperative tissue swelling; or, if this is not possible, they should be left open for subsequent delayed closure or skin grafting. On occasion, fasciotomy and carpal tunnel release will be indicated. The small bowel accounts for 90% of the surface area of the gastrointestinal tract and has a higher rate of cell turnover than any other tissue, yet malignant small bowel tumours are rare, constituting only 1±1.4% of gastrointestinal neoplasms 1 .
Stromal tumour of the small bowel
CASE HISTORY
A woman aged 60 reported non-speci®c abdominal pain, anorexia and weight loss for the past 6 months. She had a smooth ®rm mass in her left iliac fossa. Blood tests were all normal except for alkaline phosphatase, raised at 380 iu/L. On ultrasonography there was a large irregular bowelrelated mass in the left iliac fossa but the only abnormality on colonoscopy was mild sigmoid diverticular disease. A computed tomographic (CT) scan con®rmed the presence of a mass of mixed density closely adherent to a loop of bowel (Figure 1) . At laparotomy, a large lobulated mass measuring 80660665 mm was found within the ileal mesentery, closely adherent to the distal jejunum. After a small-bowel resection the patient recovered uneventfully and was well 3 months postoperatively. Histological examination showed a pleomorphic spindle cell tumour arising from the muscularis propria of the small bowel. The tumour was close to, but did not reach, the peritoneal surface. Twenty mesenteric lymph nodes were free of metastatic deposits. Within the tumour there were several areas of marked hypercellularity, a moderate degree of necrosis, and up to 20 mitoses per ten high-power ®elds. On immunostaining the tumour cells were positive for CD34, smooth muscle actin and desmin. These appearances were of a malignant gastrointestinal stromal tumour, with smooth muscle (myogenic) differentiation. 
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